I Mail or Fax claim forms to:
& BOON-CHAPMAN | o Fox ol forms
P.O. Box 9201
_SECTION 125 FLEX e
A AL B e e T (800) 252-9653 Phone

(512) 459-1552Fax

COMPLETE ALL SECTIONS (B,C, AND D) FOR CHARGES TO BE CONSIDERED FOR REIMBURSEMENT.
IF EXPENSE IS COVERED BY INSURANCE, SUBMIT TO APPROPRIATE CARRIER.
ATTACH EXPLANATION OF BENEFITS (EOB) FROM THE INSURANCE CARRIER OR CO-PAY RECEIPTS.
IF YOU ARE SUBMITTING AN ITEMIZED BILL ONLY, INDICATE WHY THIS BILL HAS NOT BEEN PAID BY
YOUR INSURANCE PLAN
e ITEMIZED BILLS SHOULD INCLUDE THE FOLLOWING:
* PROVIDER NAME & ADDRESS * PATIENT NAME * ITEMIZED CHARGES * DATE OF SERVICE * TYPE OF SERVICE

_ CANCELLED NON-ITEMIZED RECEIPTS AND BALANCE DUES BLE PROOF OF EXPENSES.

PLEASE INDICATE IF YOU YES
MEDICALCOVERAGE? YES NO
VISIONCOVERAGE? YES NO
*IF YES, PLEASE BE SURE TO PROVIDE AN EXPLANATION OF BENEFITS (EOB) OR CO-PAYMENT RECEIPT.' :
DATE
PATIENT NAME RELATIONSHIP TYPE OF SERVICE OF SERVICE REIMBURSEMENT
PROVIDED REQUEST AMOUNT

ICERTIFY THAT THE EXPENSES FOR WHICH I AM REQUESTING REIMBURSEMENT MEET ALL OF THE FOLLOWING CONDITIONS:
. Mminmnedﬂxsuvicwmmpplisbymormydiglblcdcpmdmsundamcphn

. Mmhmwsxpﬂhsﬁmishedmmaﬁudneﬁecﬁve&teofmymplmspmdmgmm

e Ihave not been reimbursed for these expenses in any other way.
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proper treatment of benefits paid under this plan with respect to eligiblity, incore tax reporting, and liability,

EMPLOYEE SIGNATURE (REQUIRED)

DATE

Q



